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As a means of distributing dental benefits, a few 
prominent educators and authors have proposed separate 
classes of dentists. The furore which greeted. these pro- 

ls is easier to understand than justify. 

Those who favor auxiliary dentists to care for children 
contend: 

1. 90% of the children have one or more decayed 
teeth. 

2. The teeth of children under 14 years of age: are 
decaying six times as fast as they are being filled (See 
page 10—Nov. 1943 TIC). 

3. Many dentists do not want to handle children. 

4. Children’s dentistry in general practice is usually 
unprofitable. 

5. Many dentists underestimate the importance of 
children’s dentistry—console parents by referring to “the 
first set." 

6. The Dental Chief of a prominent state department 
of health stated that his department dropped an educa- 
tional campaign in behalf of orthodontia because the 
expense of the service would create dissatisfaction among 
families of average income and because too few dentists 
are capable of handling the work. 

7. Refresher Courses in Children’s Dentistry, while 
well attended, have reached only a small portion of the 
profession. 

These are the reasons behind arguments for teaching 
hygienists to handle the major portion of children’s work. 
Those who advocate “prosthetic dentists” state 

1. Prosthetic appliances under the present system are 
expensive and beyond the means of the majority of our 
people. 

2. If the fees which dentists receive for other services 
(surgery, fillings, inlays, treatments, etc.) are accepted as 
measures of value there is too great a disparity between 
laboratory and dentist's charges. 

3. Prosthetics is a mechanical art that does not require 
the full ability of the dentist. 

4. Personnel can be trained to take impressions, bites, 
etc. in a comparatively short time. To this group can then 
be entrusted those procedures in prosthetics that do not 
involve surgery and extensive preparation of natural 
teeth. 

5. Most dentists limit their efforts in prosthetics to 
impressions and bites and entrust further responsibility 
for the success of an appliance to the laboratory. 

6. Central Europe has long had prosthetic dentists. 
Prosthetic dentists are being considered as a means of 
handling dental requirements in the Beveridge Plan. 

7. Technicians in the armed services are now han- 
dling many operations which were previously reserved 
for dentists. Following the end of war, these men (and 
women) will be experienced operators. 

Those who refuse the suggestion that children can be 
handled by less expertly trained people reverently refer 
to the importance of the child to the nation and to the 
skill required in children’s dentistry. No reasonable pro- 
gram is offered to counteract the conditions that demand 
an early solution. 

Those who oppose prosthetic dentists, mindful of their 
effect on the economic status of the profession, glorify 
the biologic aspect of restorative dentistry; a very im- 
portant consideration that is too often disregarded in the 
present system. Emphasis on the biologic factors fails to 
consider that many diagnoses in prosthetic are matters 
of “look and observe” and not a scientific procedure based 


on careful study of X-rays, relationship of the patient's 
physical condition, past and present, to his dental re- 
quirements and careful prescription directed to the im- 
provement of future health as well as appearance. 

If dentists wish to avoid the possibility of separate 
classes, they must do more than vociferously oppose the 
proposals. They must examine arguments that might jus- 
tify the suggestion. They must assume responsibility for 
directing changes—if and when they must come. 

We don’t agree with those who propose ‘prosthetic 
dentists." We do not feel that the interests of the public 
and the profession will be served by their creation. Yet, 
we are sufficiently realistic to acknowledge faults in the 
present methods. 

In an attempt to minimize mal-practice of dentistry and 
to force dentists to assume responsibility for designing 
appliances and specifying denture materials, several 
states passed prescription laws. No piece of dental legis- 
lation ever promised such fine results. Nevertheless, den- 
tists fail to realize the import of the law, insist that labora- 
tories be content to accept a signature at the bottom of 
an order blank as equivalent to a prescription. It will be 
this indifferent attitude towards restorative work that may 
eventually result in “prosthetic dentists.” As long as 
appliances are made the full responsibility of laboratories 
and are “sold” as cosmetic agents without relation to 
their health value, those who argue for change have pow- 
erful ammunition. 

The solution is not the return of laboratory work to 
the dental office. That will not make dentistry available 
to more people nor will it alone result in better dentistry. 
The solution rests in a more serious approach to pros- 
thetic work by the dentist. Prescriptions for appliances 
must follow a diagnosis that includes a complete study 
of the patient's X-rays and health report and an explana- 
tion of the contingencies in dentures to each patient. 

If the recent article by John Oppie McCall in the Jour- 
nal of the ADA was‘the single reference to separate 
classes of dentists, it might be expedient to dismiss the 
discussion. The late Dean Owre, regarded as a progres- 
sive educator and Dean Milberry also offered these pro- 
grams. These three men are respected and eminent 
dentists. Their statements can be sufficient authority for 
those who develop future public health programs. 

This is no time to avoid plain talk and find consolation 
in platitudes. What we might avoid writing for commer- 
cial and tactful reasons might be the material cited by 
these who make the changes—if and when they come. 
No program that satisfies the economic condition of the 
public and disregards the financial status of the profes- 
sion should be forwarded. 

No system of economics that makes a dentist depend- 
ent for his greatest revenue on services that are in the 
main performed outside his office is sound. All services 
which require skill, surgery, treatments, fillings, etc., must 
be properly presented to the patient and allowed to 
carry fees in proportion to their value. Dentures must be 
part of your prosthetic service not the service. Unless a 
change in dental economics does come, dentistry in an 
insurance program may suffer a severe set-back. Those 
who minimize such a possibility are directed to a study 
of dental conditions in Grect Britain. There, no fee is 
allowed for gum treatments, extractions are approxi- 
mately 50 cents, fillings approximately $1.50 and acrylic 
dentures, upper and lower including the laboratory fee, 
approximately $25.00. 
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by Adams Bailey, D.D.S. 
President, First District Dental Society, New York, N. Y. 


First I want to thank you for your cordial invitation to be with you 
tonight. Meetings such as this do much toclarify the issues of industrial 
and public dental health, and to pave the path of social progress. The First 
District Dental Society of the State of New York naturally welcomes an 
opportunity to participate in your deliberations. I hope you will accept these 
few remarks as a sincere effort to contribute to your constructive plans for 
dental health. 

It is interesting to note the difference of opinion that exists between the 
proponents and opponents of voluntary and compulsory health insurance. 
To me, this difference of opinion is a healthy sign. It shows that whatever 
develops will be the product of sober, serious thought, rather than a hasty 
grasp at an expedient. 

In considering the question of insurance, let us remember that insur: 
ance is merely a means of indemnification against financial expense or loss. 
To put it in another way, it is simply a process of setting up enough money 
to meet the odds imposed by the law of averages. 

There are two schools of thought on dental health insurance. One school 
argues that since insurance is nothing more or less than indemnity against 
loss or expense, a sound working plan, whereby anyone may be reimbursed 
for the expense of dental treatment—or insured against such expense— 
should be a relatively simple matter. 

The argument of the other school runs somewhat as follows: Unlike 
medical or hospital care, dental treatment is not a matter of hazard or con- 
tingency. Out of a hundred thousand persons, only a relatively small num- | 
ber will need serious medical and hospital care each year. The remainder 
will require only occasional examination and treatment. Thus, a physician 
can examine and prescribe for a considerable number of patients per day. 
Because the time and cost per patient may be kept at a fairly low average, 
the insurance premiums may be maintained at a reasonably low level. 

Dental care, on the other hand, presents entirely different problems, 
insofar as the time involved and the cost of treatment are concerned. In the 
first place, approximately 98% of all people have dental diseases or defects. 
Unlike certain types of bodily ailments which may disappear if left alone, 
dental ills seldom, if ever, cure themselves. To my knowledge there has 
never been a case of a decayed tooth healing itself. The longer the 


neglect, the worse the defect, consequently more time, trouble and expense 
involved in treatment. 


Furthermore, dental care is not a matter of 
sitting at a desk and writing a prescription, 
and advising a patient to get more rest, fresh 
air or exercise, as the physician may do when 
we seek his advice and instruction. Dentistry 
is a form of bone surgery. Teeth, it must be 
realized, are bones of the human body. A den- 
tist who prepares a cavity and fills a tooth 
performs a surgical operation. Before the op- 
eration he must, or should, x-ray the offending 
tooth, to determine the exact condition with 
which he has to contend. Many hours of time 
and much expense may be involved in com- 
pleting these operations. 

Since practically everyone subscribing to 
dental insurance would be in immediate need 
of extensive dental surgery, at a cost that at 
present is unknown, how would the rates of 
insurance be determined? If they were initi- 
ally set at too low a figure, someone might 
lose a good deal of money, for a time,.at least. 
On the other hand, if rates were fixed at too 
high a scale, the insurance might be prohibi- 
tive for the low-income groups. 

Would Government subsidy be invoked? 
That would mean more taxes, with the net re- 
sult, in the final analysis, that the dentally 
careful would be penalized for the negli- 
gence of the dentally careless. 

The American Dental Association, which 
is opposed to any compulsory dental insur- 
ance plan, on the grounds that compulsion is 
incompatible with democratic principles, has 
been studying the public dental health prob- 
lem for a number of years. Its Council on 
Dental Health is devoting a great deal of time 
and thought to ways and means of making 
adequate dental care available to everyone, 
poor as well as rich, unemployed as well as 
employed. It has already enunciated princi- 
ples and outlines of plans based on the belief 
that dental health is a problem for local deter- 
mination, rather than by a centralized Fed- 
eral agency. In addition, it has established a 
plan for industrial dental service programs, 
several of which are now in operation in Met- 
ropolitan New York. 

In closing, let me assure you that the den- 
tal profession is diligently working toward a 
rational, democratic solution to the problem 
that confronts us tonight. What the ultimate 
answer will be, I do not know. It should, of 
course, embrace a reconciliation of conflicting 
viewpoints. A compromise that selects the 
outstanding points at issue and adjusts them 


to the common denominator of public interest 
and welfare. 
1 East 57th Street 


New York City 
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By Nathan Kobrin, D.D.S., Editor, Dental Outlook— Allied Dental Council 


American Dentistry is supposed to be the best in the world. The words 
“American Dentist’’ on a shingle in Europe, Asia, Africa or South America, 
means prestige, elite clientele and money. Yet in America during the years 
of greatest prosperity only 25% of our population visit the dentist's dffice. 

At this moment some 25,000 of us are in the Dental Corps of the Army, 
Navy and other military services. The high command recognizes the value 
of dentistry in keeping the armed forces in the state of good health and effi- 
ciency. The Dental Corps in the states is working overtime bringing the 
neglected mouths of our boys to a condition of health. Last May it inserted 
72,000 dentures to enable men to eat rather than bolt the army rations. In 
the year 1942 the Dental Corps treated 4,319,506 men. They had over 13 
million sittings and received 7,830,688 fillings, 3,302,781 extractions, almost a 
million cleanings, 11,405 bridges and 145,000 dentures. The report for this 
year may well be double these figures. 

I cite the record of the Dental Corps not to emphasize the splendid 
accomplishments of that branch of service but to point out the deplorable 
dental status of that section of our population which because of their youth, 
should be in the very pink of physical fitness. These men are the fathers, or 
are expected to be, the fathers of the next generation of Americans and the 
vast majority of them worked for a living. But Labor, either, individually or 
collectively, had heretofore made little serious attempt to improve its health 
quotient. 

The war has brought home to leaders of Labor a number of new les- 
sons. Labor has learned its double duty: 1) to make its maximum contribu- 
tion to the war effort so that peace and freedom shall be the common herit- 
age of all mankind, and 2) to insure that in a progressive, expanding 
society the principle of “security” is extended and amplified. Labor has 
learned too that health security is an indivisible part of social security and 
that dental services are a necessary and vital part of an adequate, compre- 
hensive health security program. 

Britain, said Sir William Beveridge in London recently, “is 30 years 
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ahead” of the U. S. in certain phases of se- 
curity legislation and the rest-of the world 
has been security minded for decades. It is 
reasonable to expect therefore that we should 
benefit by the experience of others and that 
when we initiate our own American program 
we will start not from scratch as Lloyd George 
or Bismarck had to do, but that our American 
scheme will fit the American people today. 

As Dr. Thomas Parran, Surgeon General, 
U. S. Public Health Service declared recently, 
“Only by planning and working together 
can we attain the third freedom defined by 
the President of the United States as the secur- 
ity “to every nation of a healthy peacetime 
life for its inhabitants—everywhere ‘in the 
world.” 

Labor is rapidly coming to the realization 
that sickness and pain are an eternal threat 
to its standard of living; that a well planned 
dental program will not only improve its 
dental health but its general health as well; 
that this improvement will heighten efficiency 
and result in increased production in industry. 
Labor leaders recognize that improved well 
being will prevent loss of wages, reduce 
absenteeism, reduce the cost of illness. And 
Labor believes that management too should 
profit through the reduction of compensation 
costs and insurance premiums and the in- 
creased morale and productivity of the 
workers. 

In the “Manual of Industrial Hygiene” is- 
sued under the auspices of the Committee on 
Industrial Medicine of the Division of Medi- 
cal Sciences of the National Research Council 
the dental problem is stated as follows, ‘The 
syndrome of a decayed tooth, abscess, and 
focus of infection is thought to be the direct 
or indirect cause of many of the ills that are 
responsible for the millions of days lost from 
work each year because of illness. In addi- 
tion, poor oral hygiene in combination with 
continued exposure to physical and chemical 
agents used in many of the industrial proc- 
esses frequently results in the gums becom- 
ing inflamed and painful. If treatment is de- 
layed diseased and infected gums may cause 
more serious illness.” 

Thus the basic dental services in a labor 
health security program must have three ob- 
jectives. 1) Elimination of pain, 2) elimination 
of infection and disease of dental origin and, 
3) restoration and maintenance of the mouth 
or oral cavity in a state of good oral hygiene 
or health. 

Objective 1, elimination of pain predicates 
a diagnostic service geared to discover and 
remove the pain factor. This might be an open 
’ cavity, an abscessed tooth, an erupting wis- 


dom tooth, a swelling involving the glands 
of the face or neck, a tumor or growth or it 
might be chemicals or metals used in indus- 
trial processes which result in swollen gums 
and aching teeth. Or the pain might be a 
neuralgia similar to the migraine of headache 
or of arthritis or rheumatics. Implicit in the 
diagnosis and treatment of this objective is 
the X-Ray which is a potent aid in differenti- 
ating one condition from the other. 

Objective 2, elimination of infection and 
disease of dental origin is fundamental to any 
basic dental service. According to various 
authorities 25-80% of a very serious type of 
disease, subacute bacterial endocarditis, is 
due to dental infection. Many cases of rheu- 
matism and arthritis, are said to be caused 
by dental infections. Airplane pilots are 
known to become stale because of the in- 
sidious toxins pouring constantly from 
pyorrhea. Cancers, T.B., syphilis show up 
early in the mouth. Lead, bismuth, mercury, 
and acids produce early danger signals in 
the mouth. Malnutrition attacks the gums, so 
also does Vincent's Infection. Eye lesions and 
rheumatic fever also have been attributed 
to mouth infection. Many of these conditions 
are grave and once acquired are fraught 
with great pain and expense not to mention 
the anguish to the family of the afflicted and 
the peri] which catastrophic illnesses subject 
the worker's standards of living. Labor knows 
that the achievement of this objective will 
pay rich dividends both in the heightened 
sense of safety which he will possess when | 
he will be safeguarded from preventable dis- 
eases and in the increased production that 
will follow resulting from less days out be- 
cause of physical disability. 

Objective 3, restoration and maintenance 
of the mouth or oral cavity in a state of good 
health is likewise fundamental to any basic 
dental service. Implementation of this prin- 
ciple into practice would involve the filling, 
wherever possible, of all carious teeth; the 
treatment of the gums, periodic cleaning of 
the teeth and regular dental X-Ray check-up. 
Underlying the service contemplated under 
this principle is the obviously practical con- 
cept of prevention of the aggravating com- 
plications which result from the neglect of 
the simple cavity and incipient gum diseases. 
It is an old truism that an ounce of prevention 
is worth a pound of cure. 

Science and technology have made sensa- 
tional strides in the past few decades. Much 
of the maladjustment of the world has been 
due to our unintelligent or partial recognition 
of the role of science as an instrument of 
man’s educational, cultural and physical de- 
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velopment. If the knowledge, skill and ex- 
perience of the health professions were more 
effectively applied and distributed, surely 
the general health of the population of this 
country would improve greatly. Certainly so 
far as dentistry is concerned, ing acci- 
dents, constitutional disorders and the toll 
that mounting years exacts from our physical 
being, we can safely say that no tooth need 
be lost; we should not suffer from swollen 
jaws and we should never have that madden- 
ing toothache which some of us shudder to 
recall. 

Thinking Labor has a deep respect and 
regard for the sciences and the health pro- 
fessions; it knows that the nobler aims and 
purposes of these professions are to provide 
all mankind with a better way of life. But 
Labor agrees with the views expressed by 
Dr. Austin W. Curtis, successor of George 
Washington Carver at the Tuskegee Institute, 
“The necessity has become more evident at 
the present, than ever before, that the men 
of science who might be described as indi- 
viduals of integrity and devotion to a task, 
must come to realize that their responsibil- 
ity to society does not end with the discovery 
of findings that increase the span of life of 
man, project human knowledge, and make 
existence more desirable but to become in- 
terested in the applications that are made of 
their findings and to contrive that the. pur- 
poses and objective upon which the original 
work was planned is not vitiated by motives 
adverse to the principles of democracy.” 

It is in this spirit that the proposed basic 
dental services for a labor health program 
are enunciated. No man or group of men ful- 
fills his mission unless he places his maxéi- 
mum contribution upon the altar of the com- 
mon welfare of mankind. 

There is nothing revolutionary in the pro- 
gram projected. Many countries, much less 
advanced than we, industrially and econom- 
ically, poorer than we in resources, man- 
power and finance, have established compre- 
hensive systems of health care. They chal- 
lenge our right to be called modern. 

There are scores of establishments in indus- 
try and commerce which have dental depart- 
ments in their medical clinics. The Metropol- 
itan Life Insurance Company runs a large 
dental clinic for its employees for diagnosis, 
X-Ray and prophylaxis. The big de ent 
stores and hotels have their dental clinics. 
Some of the local unions, and companies like 
the Brooklyn Edison, have arrangements 
with private dentists to provide limited ser- 
vices to their members or employees. A num- 
ber of fraternal orders have provisions to 


service their members with quality dentistry 
at low rates. These efforts are of course, laud- 
able. Certainly they are a step in the right 
direction. But because these facilities are the 
exception rather than the rule, Labor, in many 
instances, views them with suspicion. People 
abhor charity and dislike paternalism. In- 
telligent Labor wants health service as a right 
on a par with the inalienable rights of life, 
liberty and the pursuit of happiness. 

This government in wartime has pointed 
the way. Our military forces receive the best 
health care that the health professions can 
provide. Our men and women in uniform 
receive a thoroughly comprehensive and 
adequate health service. They will be en- 
titled to that same comprehensive and ade- 
quate health service after discharge. 

It is true that these soldiets and sailors are 
in the front lines fighting our battles today. 
It is just, therefore, that they have first priority 
over our loyalty, our possessions and our 
hopes. But the home front must supply the 
weapons of war. And only a vigorous, healthy 
people back home can produce them in quan- 
tity and on time. 

The system of health security which the 
government inaugurated for the segment of 
the population under arms during the national 
emergency should be retained with modifica- 
tions to meet the needs of the entire population 
of our country after the war. 

The basic dental services in a labor health 
program which we have projected are far 
less than the services our soldiers and sailors 
get today. But they are much more than the 
great mass of laboring people have been ob- 
taining heretofore. 

Dental decay afflicts everybody irrespec- 
tive of station or contents of pocketbook. The 
health of the people is a national concern as 
vitally important to the public welfare as fire 
control, the movement of mails or education. 

Labor has a stake in the new free world 
that is now dawning. In the complete devotion 
of science, technology and research for the 
benefit of mankind, labor forces the spiritual 


- and physical enrichment of the common man. 


In health security Labor envisages a more 
productive, a more comfortable life free from 
the ghosts of fear and want. And in basic 
dental services Labor recognizes an indi- 
visible part of a health security program. 
As a dentist who lives his profession and 
as a citizen of this great democracy, I wel- 
come the maximum utilization of my profes- 
sion in the cause of the improved health of 
my fellow Americans. 
145 West 57th Street 
New York City 


Page Six 


by Frank A. Calderone, M.D. 
Deputy Commissioner of Health of the City of New York 


The definition of medical service is entirely too specialized. We hear of 
medical care, dental care, surgical care, and hospital care, when, actually, 
these independent services comprise one whole—that is, the practice of the 
art and science of keeping well. 

Even if we were born to this world and left it through natural processes 
with no intervening illnesses or ailments occurring, it would still cost money 
to be born and to die. A “"Womb-to-Tomb” plan would still be in order. Any 
plan costs money. Therefore, the problem is the availability of health serv- 
ices to the consumer, be they hospital, medical, surgical, dental, or simple 
preventive measures, at a cost that he can afford to pay, either through 
taxes, insurance, or direct payment for services. 

Through custom, the consumer has decided that the preventive serv- 
ices should be paid for on a tax basis. He has received in preventive serv- 
ices exactly what he has paid for. In this city the consumer pays about one 
dollar per year on a per capita basis for the services that he receives from 
the preventive measures exercised by the Department of Health. For this 
dollar he receives environmental services which help to control his air, his 
water, his food, and his immediate environment, so that he may have secur- 
ity from the hazards of his surroundings. Furthermore, his family receives 
services that are intended to protect them against epidemic diseases; and, 
finally, he receives medical services that aim to detect ailments from which 
he may be suffering so that he may get adequate care quickly. 

Other services are also developing. One of them, that is concerned with 
Industrial Hygiene, is an experimental pilot organization now operating in 
Astoria. Another is the administrative program in regard to the wives of 
service men who are receiving medical care in the field of obstetrics, where 
the Department is active as an agent for the federal government in admin- 
istering funds for this purpose. 

However, this is only part of the whole picture of medical security, or 
health security, as you wish. The problem is directly connected with what 
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the medical consumer wants and can afford 
to pay for, what the medical producer can 
render, and what payment he receives for 
services so rendered. Whereas im business 
we ordinarily find a consumer-resistance to 
the sale of a product, here we have an actual 
producer-resistance to the sale of the product 
to the consumer who is dem it. This 
producer-resistance is real and should not be 
labeled a resistance which is due only to sel- 
fishness and greed. 

It is not long ago, only within the past two or 
three decades, when the problem of labor- 
saving devices loomed, that labor was resist- 
ant to consumer demands for services. It was 
only through persistent consumer-demand 
that labor gradually adopted the labor-sav- 
ing devices which, ultimately, permitted labor 
itself to derive greater fruits from its advance. 
This took time, and the problem that we have 
now with our medical producer also requires 


- time to resolve itself. We can accelerate it, 
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but I do not think we can legislate it. 


Through the efforts of health educators, the 
consumer-demand is increasing and the pro- 
ducer-resistance is decreasing. To decrease 
the time factor so that producer-resistance is 
sufficiently lowered that the consumer can re- 
ceive health security, a so-called catalytic 
agent is required. Medicine, like labor, must 
be shown that the new steps will improve its 
status, as the new steps have improved the 
status of labor. 


What are some of the steps that can be 
taken to accelerate this social evolution? Let 
us see whether we can find an agent that 
will change producer-resistance to producer- 
demand. We all agree, I think, that it is per- 
fectly feasible to insure for hospital care. Also, 
the actuarians tell me that it is equally feasible 
to set up tables for surgical and medical care, 
once they are diagnosed. Dental care can also 
be put on an actuarial basis. The catch, I 
think, is in the phrase, “once they are diag- 
nosed.” What do we mean? It is here that 
the actuarian throws away the slide rule and 
says, “I can't figure this out.” One diagnostic 
set of procedures may cost $5.00 and another 
set of “oscopies” and X-ray series and chemi- 
cal examinations may cost $100 or $200 or 
$500. It is here that we find ourselves unable 
to guarantee to the consumer the costs of 
service through insurance, nor can we guar- 
antee to the medical producer that he will be 
compensated for his labors. 

It is obvious that diagnosis must be carried 
out on a-wholesale basis where the costs are 
low and can be absorbed by taxes or insur- 
ance, or by a combination of both. Let me 


illustrate: the total cost of examining a TB pa- 
tient and carrying him on for a year from the 
diagnostic point of view costs us in the Health 
Department the total sum of $4.85. This in- 
cludes X-rays, sputum examination, and 
X-ray readings. As a matter of fact the X-ray 
itself—that is, the doctor, the technician, and 
the materials required to make an X-ray— 
costs only 80c. This is done on a wholesale 
scale in the Department. Again, a Wasser- 
mann, with the laboratory test and a doctor 
obtaining the blood, costs 30c. There are 
other instances that I could give in regard 
to diagnostic services in the Department which 
are indeed low in cost and are possible en- 
tirely through the administration of these 
services on a wholesale basis under the 
supervision of highly-trained, well-paid ex- 
perts who are in charge of these services. 


It is entirely feasible to develop diagnostic 
centers throughout the city with able con- 
sultants who have been chosen for their abil- 
ities and have professorial faculty status, 
who can be highly paid on a per annum 
basis and conduct diagnostic services for the 
profession on behalf of the consumer. No 
longer would a doctor have to worry about 
whether his patient can afford to pay for a 
basal metabolism or the various X-rays or 
the various “oscopies” or the various tech- 
nical tests that may be required and that 
may mean the difference between the diag- 
nosis of an ordinary stomach disorder and 
the diagnosis of a deadly cancer. The doctor 
who has real ability and has received train- 
ing in medicine can again practice the type 
of medicine he was practicing on the wards 
of the hospital where he was an interne. 


To my mind, these diagnostic services will 
not cost over $2.00 per capita, which means 
for an average family of four an expenditure 
of only $8.00 per year, which can be absorbed 
both by government and private insurance. 
The incalculability of the item as it stands at 
present can be obviated and the actuarians 
can then proceed to devise plans that will 
guarantee the consumer and his doctor ser- 
persia for one and adequate payment for the 

er. 


Whether this payment to the doctor is on 
a@ per annum or a per capita or on a group 
fee basis or on an individual basis is not the 
point: health security can only be obtained 
quickly through the development of diag- 
nostic clinics which in turn will allow the 
budget of health, a matter of dollars and cents. 


140 West 69th Street 
New York City 


PREVENTIVE VS. RE 
MED ICINE A 


Thomas D. Dublin, M.D., Dr. P.H. 
Associate Professor of Preventive Medicine and Community Health, 
Long Island College of Medicine ~ 


For some time in the past, we have followed more or less a policy of 
laissez-faire in matters dealing with health, allowing medical services to 
develop where conditions make it economically feasible for the medical 
practitioner to obtain reasonable compensation for his labors on a fee for 
service basis. That this policy has not worked out satisfactorily for all con- 
sumers of medical care, or even for all physicians, will be dealt with more 
fully momentarily. 

The medical profession is well aware of the fact that changes.in the 
method of distribution of medical care are imminent. In a recent editorial in 
a leading medical journal it is said: “The medical profession is worried 
about the preservation of the standards of medical education, diagnosis 
and treatment, maintenance of the type of patient-physician relationship 
that centuries of experience have shown to be most helpful to the sick, and 
preservation of the initiative, independence and opportunity for research 
that have been responsible for the marvelous progress of medical science.” 

It is my firm conviction that the medical profession should be concerned 
with these matters, but when it comes to the question of to whom needed 
medical services should be made available the problem no longer remains 
the interest or responsibility of the producer alone, but involves each and 
every one of us, the producer and consumer alike. 

It is also my firm conviction that labor, representing the largest seg- 
ment of the consumers of medical services, has not yet recognized to the 
fullest extent its responsibility in this matter of the distribution of medical 
care. 
If this Conference has but one effect, that of stimulating interest within 
the ranks of labor to assist in the formulation of a sound program for the 
distribution of medical service, one which assures equal opportunity in 
matters of health to everyone, provides a reasonable compensation to all 
physicians and at the same time guarantees the maintenance and even the 
raising of the standards of medical practice, it will well serve its purpose. 
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The impact of the war has not only empha- 
sized the urgent need for health and medical 
services in times of national emergency, but 
has also brought out more clearly than ever 
before that health is not one of those com- 
modities which can be developed in short 
order from unexploited raw materials as is 


the case with guns, tanks, ships and planes.. 


Our present health is expressed in terms of 
the cumulative effect of past attention to cura- 
tive and preventive medicine as well as pub- 
lic health measures. 

The record is good but it could be better. 
In an editorial comment opposing the recently 
submitted Wagner-Murray-Dingell Bill, the 
same medical journal mentioned previously 
has this to say: “Never was the general death 
rate lower or falling more rapidly in relation 
to all the conditions that affect that rate than 
now. The infant death rate, accepted through- 
out the world as the most accurate measure 
of public health, is lower in the United States 
today than in almost any other country in the 
world. Although this decline has continued 
for many years and therefore might be ex- 
pected to be approaching a minimum, it has 
shown an accelerated fall in recent years. 
Life expectation is greater here than in almost 
any country and definitely longer than in 
any country having systems of compulsory 
sickness insurance.” 

All these statements may be true and yet 
by using such crude average figures many 
unpleasant and unfavorable facts are ob- 
scured. In 1941, for example, when the crude 
death rate among whites was 10.3 per thou- 
sand population, it was 13.7, approximately 
33 percent higher among negroes; when it 
was 9.1 in Connecticut, it was 12.0 in Florida, 
one-third again greater. Let us take another 
set of figures prepared some years ago from 
which it is possible to compare the relative 
death rates according to broad occupational 
classes: At a time when the death rate from 
all causes among professional men between 
the ages of 15 and 64 was 7.0 per 1000, among 
unskilled factory and building construction 
laborers, the rate was over 17, or almost 24 
times greater. 

The same kind of thing is true about 
maternal and infant mortality. In 1941, when 
there were 3.2 maternal deaths per 1000 live 


_ births in the United States as a whole, the 
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rate for white women was but 2.7, while for 
negroes it was 6.9. In the State of Washington, 
maternal deaths were 1.8, but in South Caro- 
lina they were 6.2. In 1941, deaths among in- 
fants under one year of age were 45 per thou- 


sand live births for the whole country. But 


among whites the rate was 41, among ne- 
groes 74; in Connecticut it was 31, in New 


‘Mexico 95. 


Just one other example—that of tubercu- 
losis, a disease long known as one associated 
with poverty, crowding and unfavorable en- 
vironment in general. Deaths from pulmonary 
tuberculosis are certainly much lower than 
they used to be, but in the three-year period 
1939-1941, there were still 45.9 of them per 
hundred thousand of the population. More- 
over, the death rate from this disease among 
whites was less than one-third of that among 
non-whites (36.6 compared with 127.4). At a 
time when only 28.3 per hundred thousand 


’ professional men between the ages of 15-64 


died of tuberculosis, unskilled factory and 
building construction laborers in the same 
age group were succumbing to this disease 
at a rate almost eight times as great (221.7). 

It has been pointed out that the death rate 
among low income groups in our large cities 
is still as high as the national death rate was 
50 years ago and in 1935, the occurrence of 
pulmonary tuberculosis was six times as high 
among persons on relief as among pergons in 
families with annual incomes of $3,000 or 
more. 

It is rightfully argued that death rates pro- 
vide only an indirect index of our health; they 
only show the unfavorable end results. 
Though we may reduce our death rates as the 
result of better medical care, it does not neces- 
sarily follow that the amount of sickness and 
incapacity is always similarly or accordingly 
reduced. In fact, the great lowering of death 
rates has been accomplished by the control 
of the communicable diseases of childhood 
and thus we have made it possible for those 
who would have died during the early years 
of life to reach not only maturity but also old 
age. Thus, there has been a gradual aging 
of our population, but with old age we find 
far more chronic illness with increased dis- 
ability and incapacity for the population as a 
whole. 

Except for these same common communi- 
cable diseases, there is extremely scant data 
on the frequency and duration of illness and 
we really do not know whether we have less 
or more sickness now than we did fifty years 
ago or even 10 years ago. The only reliable 
data that are available are those derived 
from such studies as those of the Committee 
on the Cost of Medical Care and the National 
Health Survey. 

These studies have shown that in families 
with incomes of $10,000 a year or over, the 
average family spends about $500 per year 
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among 
Florida it 


for medical care. Each person in this group 
sees a doctor almost five times a year (4.7) 
and loses less than six days a year from sick- 
ness. Less than 14 percent of this group re- 
ceive no medical care each year. 

When we turn to families with incomes of 
less than $1200 a year, medical care on the 
average costs about $43.00 per family. Per- 
sons in this group are seen on the average of 
less than twice a year by a physician, but 
have sixteen days of disability per year per 
capita and about 47 per cent of them receive 
no medical care at all in any one year. 

The conclusion to be drawn from these find- 
ings are: 1) in the lower income groups there 
are more days of disability and yet fewer 
doctor visits, 2) in general, the least care gets 
to the people who need it most—who have 
the most illnesses and the most disability and 
the least money to pay for medical care, and 
3) the present system tends to keep people of 
low income levels away from the doctor until 
their illnesses have reached a relatively seri- 
ous stage—with resultant longer disability 
and higher fatality. 

Figures are available to substantiate my 
previous statement that, in general, the prev- 
alent fee for service basis of medical care is 
no more advantageous to the producer, the 
doctor, than to the consumer, the patient. Con- 
trary to popular belief, I would like to point 
out that the average net income of all phy- 
sicians is not so great as to make him the 


the death rate 


Ata time when 


envy of all his fellow men. Based on 19239 fig- 
ures, as many physicians in private practice 
earned less than $3,800 as those who net more 
than that amount, and one-third of them 
earned less than $2,500 a year. For every one 
earning in excess of $10,000, two earned less 
than $2,500. Of even more importance is the 
fact that the average income of physicians in 
rural practice was less than half that for 
metropolitan practitioners. The result has 
been that doctors by and large have tended 
to congregate in places where more lucra- 
tive practices are possible and have left 
areas where the population is economically 
less fortunate but where the need for medical 
service is just as great. 

Thus far in my remarks I have dealt almost 
exclusively with problems of obvious sick- 
ness and death—the end products, if you will, 
of impaired health. How about the early 
stages of diseases when medical care can do 
most to restore a patient to full health or to 
prevent those complications which, produce 
permanent disability or chronic impairments? 
How about the minor defects, the states in 
which a person can get along reasonably well 
until an emergency demands every ounce of 
resource, or the states which form the pre- 
cursors or lay the groundwork for more seri- 
ous disabling illnesses? 

Medicine has reached a stage at which 
preventive measures assume a greater and 
greater role in the fulfillment of the obligation 
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of the physician. This branch of practice sets 
as its goal the prevention of disease and the 
raising of standards of health of every mem- 
ber of the community. Although this approach 
is still in its infancy and much must be learned 
about the nature of many disease states be- 
fore it can accomplish many of its tasks, what 
are some of the jobs which even now can be 
done? 

Recently, an analysis of the causes of re- 
jection and the incidence of physical defects 
among 18 and 19 year old selective service 
registrants has thrown abundant light upon 
the preventive medical tasks to be accom- 
plished. Of the more than 45,000 subjects 
studied in this report, and keep in mind that 
the group comprised 18 and 19 year old boys 
presumably in the full vigor of their youth, 
almost 24 percent of the whites and over 45 
percent of the negroes were found unfit for 
military service. 

Of the physical defects found serious 
enough to exclude from military duty, reme- 
dial ones or ones which might have been pre- 
vented form a large part. Among the white 
registrants, defects of vision, of hearing, of 
bone and muscle structure, hernias, under- 
weight and mental disease fall within the ten 
leading causes. Among negroes, to those al- 
ready mentioned must be added tubercu- 
losis and syphilis. 

It is of interest also that when analyzed on 
the basis of broad occupational groups, which 
correspond roughly with the ability to pro- 
vide for medical service, emergency workers 
and the unemployed had almost twice as 
many defects in proportion to those in profes- 
sional and semi-professional occupations 
(37.7 percent as compared with 20.5 percent). 

I believe that there is abundant additional 
proof that the medical and allied professions 
have yet before them a tremendous task of 
providing health services not only in curative 
measures but preventive ones before anyone 
can say that all the health needs of our popu- 
lation are being met. Within the last few 
years, challenging opportunities have devel- 
oped in the fields of nutrition, preventive den- 
tistry, industrial medicine and many others 
to say nothing of the challenge which still re- 
mains to control the venereal diseases, tuber- 
culosis and even some of the common com- 
municable diseases of childhood. : 

In our medical schools we are now teach- 
ing our students how better to meet those 
challenges; we are stressing the preventive 
approach and the methods by which the ca- 
tastrophe of illness and disability can be 
averted. Although this program is not new, 
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it has been given tremendous impetus by the 
Army and Navy which are absorbing, at 
present, more than three quarters of our 
graduates. These services have learned by 
bitter experience the value of health main- 
tenance in contrast to dependence upon 
restorative measures after illness or accidents 
have occurred. It may be anticipated that 
when hostilities cease, this group of physi- 
cians, dentists and others will demand the op- 
portunity to apply these measures to their 
civilian practice. 

We are also introducing into our medical 
school curriculum instruction in the social 
and economic problems which cannot be di- 
vorced from the provision of medical service. 


’ By this means it is hoped that the physician 


will not only be schooled in the scientific 
techniques of his profession but will be better 
equipped to assume his proper social respon- 
sibility in the community. 

Lest I leave with you an erroneous impres- 
sion, I wish to make it clear that the medical 
profession, particularly in the last fifty years, 
has made a contribution; the effect of which 
cannot be over-emphasized. But this is not 
enough. 

Industry in recent years has learned that 
the application of preventive measures in the 
place of work, so-called industrial medicine, 
has produced huge dividends in terms of in- 
creased production. Labor has a huge stake 
in this and yet it is clear that at least 90 per- 
cent of the illness and accidents among 
workers are not associated directly with oc- 
cupational pursuits—they are the ailments 
and accidents common to all of us regardless 
of the nature of our work. 

Before closing my remarks, I wish to add a 
few words about health education. By health 
education I do not mean only the kind of in- 
formation available on posters or handbills, 
nor do I mean the type of education available 
in our schools, but the kind of health gui- 
dance which is derived from personal contact 
with the physician, dentist or other profes- 
sional worker during the course of a routine 
periodic physical examination or the check- 
up for minor physical or other complaints. At 
present this is available by and large only 
to those who are well able to afford to pay 
the fee for valuable professional time. This 
type of medical service should be available 
to everyone, and labor, representing the 
large mass of the population, should learn to 
demand such service and, at the same time, 
make it possible for the physician and his 
colleagues to provide it without undue eco- 
nomic sacrifice. 248 Baltic St., Brooklyn 
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Long ago man worked in the fields where 
the ground was soft. Now he walks on hard 
concrete pavements. When he worked in 
the fields he moved around but today he 
must stand near his machine and the strain 
on his lower extremities is tremendously 
increased. 


Women are being employed in industry in 
greater numbers than ever before and are be- 
ginning to suffer severe foot strain. Their 
shoe styles had already contributed to their 
great discomfort. 


In 1938, the Federal Security Agency of 
the United States Public Health Service, stated 
that eighty percent of the people of our 
country suffer foot disturbances. Since that 
date many more have been added to foot 


suffering humanity. In a survey conducted | 


in 1942 in eleven scattered states, the National 
Association of Chiropodists and Podiatrists 
uncovered these facts. Among seventy-eight 
thousand people employed in one thousand 
different defense plants 


7,940 had foot disorders that cost one to 
seven days a month. 


12,311 lost a day a month. 


16,660 suffered a decrease in efficiency that 
averaged about four hours a month. 


This represented a total loss of 226,640 man 
hours for 78,000 people. Lost were 2,719,680 
hours a year. 


Using these 78,000 people as a measure, 
man hours lost by our working population 
of 50,000,000 people over the period of a year 
would be a staggering figure. 


Actual injuries represented the least com- 
plaint. Orthopedic foot disturbances were 
found in 6,013 males and 7,652 females. 2,347 
males and 2,811 females had small foot in- 
juries. 


This survey was made by the Secretary of 
the National Association of Chiropodists, Dr. 
Stickle. He served on the Scientific Commit- 
tee of Dr. Harry Weinerman, then chairman 
of that committee and now president of the 
National Association. 


by S. F. Lasky, Pod.G. 


At present I am the podiatrist in a defense 
plant. In summing up my work after a period 
of six months, I have found that 70% of the 
workers have some minor foot disorder. 
These I have been able to correct. 


There are in this country nine schools of 
podiatry-chiropody. In New York State the 
legal requirements for a person to enter med- 
ical school is two years of college work. To 
enter the Institute of Podiatry at Long Island 
University, a student must have two years 
of basic subjects. After three more years of 
intensive study plus two years of clinical 
work, he is granted the degree of Doctor of 
Podiatry. He must then pass the State Board 
of Podiatry examinations, before practicing 
his profession. 


Every first rate hospital that has a diabetic 
clinic has podiatrists on its staff. Dr. Jeslinin, 


~ Boston, the eminent diabetic specialist, stated 


that it is essential that all diabetic clinics 
have podiatrists in attendance. The incidence 
of amputation has been tremendously de- 
creased since this service was added. Many 
trade unions have added podiatry-chiropody 
service. The International Workers Order has 
—. for its members. Industry has 
ound that podiatrists can aid in combatting 


absenteeism. 


The service of podiatry should be brought 
to more people. When more people know 
that this service exists and that it is a valu- 
able service, podiatrists will be put on the 
medical staffs of schools to examine the feet 
of children in the same manner that the eye 
and other parts of the body are now examined. 


During this great shortage of doctors and 
dentists and other professional health prac- 
titioners, it would be practical for the United 
States Public Health Service to organize 
teams of professional personnel consisting of 
physician, dentist, podiatrist, optometrist, etc., 
and send them to places that have need for 
their services. If the United States Public 
Health Service would acknowledge the im- 
portance and need of podiatry, they would 
render a more complete health service in all 
their facilities. 


123 East 37th Street 
New York City 
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By A. L. Graubart, B.S., O.D. 


’ The health picture today is complicated by 

many factors. The war has necessitated 
changes in the health care protection to 
which the American public is entitled, Many 
thousands of medical doctors, dentists, op- 
tometrists, and men from allied health fields 
have answered the call to the colors. Many 
have moved from their communities to serve 
the nation’s defense areas. 

Perhaps most important among the ques- 
tions arising out of wartime health care for 
the American public, is the question of proper 
and adequate eye health care, as the results 
of the first drafting of manpower in 1941 
clearly showed. The Army’s record of defec- 
tive vision among draftees is a major indict- 
ment of the eye care afforded the male 
population of fighting age. 13.7% of the selec- 
tive service draftees were rejected because 
of poor vision. 80% of the applicants to the 
air corps were found physically unfit for 
service and faulty eyesight was the chief rea- 
son for rejection. 12% of all rejected appli- 
cants for the Navy and Marine Corps during 
1939-40 were unfit because of eye defects. 

Yes, labor, as one of the greatest represen- 
tative forces of our American public is en- 
titled to proper health security and vision is 
of prime importance. Having cared for the 
nation’s vision for several decades, optometry 
plays a tremendously important role today. 
Specifically, optometry is the profession which 
corrects refractive errors of vision and mus- 
cular defects without the aid of drugs or 
surgery. 

The optometrist is a trained specialist who 
recognizes that the eye itself is only an instru- 
ment of vision, that sight is actuaily a brain 
process dependent for its correct functioning 
on an equally normal reaction of the nervous 
system. Therefore modern optometry exhaus- 
tively schools its students not only to recog- 
nize and treat the physical defects of the eye 
itself, but also to study the reflex activity of the 
central nervous system as it governs eye- 
sight and to correct its deficiencies. 

Optometry carries on constant research to 
promote better vision, and has done much 
to further proper ligi:ting conditions and the 
protection of the eyes in industrial work as 
well as developing new and improved in- 
struments for measurement of vision defects. 

The 18,000 optometrists in the country are 
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dedicated to doing all in their power both 
as a profession and in collaboration with 
other accredited health specialists to better 
the eye health of the nation—a paramount 
problem in the interests of national welfare. 

Labor and vision are inseparable. Poor 
vision cannot be allowed to bottleneck na- 
tional defense. 

Without the added strain of today’s emer- 
gency, the eye does double duty, reading 
miles of books, going to the movies to receive 
16 or more projections a second, viewing in 
an average two and a half hour show, about 
200,000 separate pictures. 

Visual defects exist and must be corrected. 
They will be corrected if those in need are 
brovght in contact with those equipped to 
handle that need. There are sufficient special- 
ists throughout the country to meet the de- 
mands of the public. There are 17,183 opto- 
metrists in the United States, 6,499 eye, ear, 
nose and throat specialists and 2,172 ophthal- 
mologists. These 25,000 specialists on a united 
front have the skill and training needed to 
correct our eye defects. 

Day by day increasing measures are being 
taken to insure adequate eye protection. 
tometrists are being appointed to public health 
committees of local defense councils. Op- 
tometry is welding visual health with other 
health programs, attempting to make public 
health operate on a united front. Optometry 
has organized committees on Visual Prob- 
lems in Industry. These committees are pre- 
pared to train lay people in the administra- 
tion of visual screen tests and to advise in- 
dustry on visual safety and illumination. 

The public is becoming increasingly aware 
of the need for adequate health protect as 
pending legislation in Congress shows. In- 
troduced in Congress is a bill by Sen. Harley 
M. Kilgore of West Virginia known as the 
Scientific Mobilization Act which proposes 
among other things to assemble, coordinate, 
and develop for use in the public interest 
all scientific and technical data and facilities. 

Though under specific provision of the bill, 
dentistry and medicine are exempted from 
its jurisdiction, optometry favors its passage 
as a measure inherently beneficial to the 
health and welfare of the public. 

150 Bennett Avenue 
New York City 
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- George D. Cannon, M.D. 
Former President, Manhattan Central Medical Society 


The current war has served to focus the at- 
tention of everyone upon the importance of 
health. Through the physical requirements of 
the Selective Service, the military authorities 
have revealed the necessity of health in the 
armed forces. Through defense work, private 
industry has revealed the necessity of health 
in civilian life, not only by requiring physical 
examinations before employment, but by us- 
ing every method possible to reduce to a 
minimum absenteeism due to illness. The 
public has noticed these things but has not 
paused to realize their true significance. The 
true significance is that the health of the in- 
dividual is no longer the sole concern of the 
individual but it is equally the concern of so- 
ciety. Our lives at this moment are dependi 
to a large extent upon the good health of our 
fellow citizens who are workers in our defense 
industries and their ability to stand the strain 
of overtime production. 


Everyone agrees that protection of the 
health of the army and of the civilians at home 
is nec to win the war. It is equally as 
logical that the health of the civilians must be 
protected AFTER the war. Do we not want 
to be as efficient in peace as in war? When 
comes the peace, do we not want freedom 
from disease along with the other freedoms? 
This country of ours needs a good health se- 
curity program and the logical any to 
sponsor such a program is right in the labor 
movement. 


A health security program is an integral 
part of the labor movement and it should re- 


ceive as much attention as wages and hours, 
working conditions, and collective bargain- 
ing. Good health protects the worker's stand- 
ard of living. A health security program 
should include the services of all health work- 
ers and be tax-maintained. 


In the United States, as in all countries the 
larger portion of the population, by far, be- 
longs to the low income group. The wages 
of labor are low and the lower the income the 
greater the burden of private medical care 
under the fee-for-service system now existing 


in our country. 


I shall leave the general discussion of this 
as a whole to other authors and ask you to 
focus your attention upon the lowest of the 
income groups in our country. Focus upon 
those who live in rural areas where medi- 
cal care and facilities are not only scarce 
but more expensive than in large cities 
because of the law of supply and de- 
mand. These people have never received 
the proper care. Focus your attention wu 
the poor sections of our country, the southern 
states in particular, where thousands of 
people cannot even afford to pay the tax to 
vote much less pay for private medical care. 
Focus your attention on the poor sections 
of even our well-to-do cities, the slums, the 
ghettoes of Chicago, of New York, the alleys 
of even our Nation's capital—Washington. 
Here also are people whose health problems 
have never been solved. Focus your atten- 
tion upon whole groups of people who be- 
cause of race, creed, or color are denied 
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economic opportunity and along with that 
the opportunity also of caring for their health 
because they cannot afford it. 

Here are the people whose voice, weak be- 
cause of economic bankruptcy, must never- 
theless be heard as it cries out for the oppor- 
tunity to enjoy the benefits of good health 
which are rightfully theirs. 

Society as a whole suffers from such a 
system which permits large numbers to be 
omitted from the benefits and thus denied 
the privilege of contributing toward the prog- 
ress of that society. 

Good health is a necessity and good health 
requires the use of all health workers. For 
example, dentistry is still in the luxury class 
in our society. Only the people of a certain 
class bother to have it done. In the rural areas 
particularly toothlessness seems to be a gen- 
eral rule. No health plan offered as yet ex- 
cept the plan of this Health Council includes 
such care. Are we to judge therefore that the 
teeth are in our body but not a part of it? 
That they are not connected with health? 
On the contrary as a physician, I can tell you 
good teeth are one of the fundamental neces- 
sities of good health, without which many 
ills arise. And so it goes with the other allied 
professions. 

There is only one way for a program, such 
as we wish, to become a reality. That is for 
federal legislation to be passed so that a tax- 
maintained system of health security can be 
established. In no other way could it be put 
into effect. Then the people in the poor regions 
of our country and the slums of our cities 
could free themselves from their chains of 
illness and become material contributors to 
our society. Freed from hookworm, from tuber- 
culosis, from venereal disease, from the hun- 
dreds of correctable ailments that beset the 
poor, they would soon find themselves neither 
a burden to themselves, their country, nor 
society as a whole. 

This is a job for Labor to do because every 
one of these people is an actual or a potential 
participant of the labor movement. Further- 
mere the labor movement will never reach 
its greatest heights unless all of these people 
are enrolled. 

The value of good health has been known 
since the earliest of times. One of my favorite 
quotations is that of Herophilos, the Greek, 
who said “Strength is incapable of effort, 
wealth useless, and eloquence powerless if 
health be wanting.” Since Herophilos said 
that, over two thousand years have passed. 
It is time we did something about it. 
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